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34 YEAR OLD WOMAN WITH THROMBOCYTOPENIA AND WEAKNESS
M. Paula Martinez, MD and Ubaldo E. Martinez, MD
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pulmonary embolism but a large heterogeneous splenic mass was
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Medications she was taking included prednisone, hydroxychloroquine, alendronate, calcium carbonate and pantoprazole. She
denied any drug allergies. Past medical history was significant for
SLE complicated with encephalomyelitis and questionable history
of ITP with exacerbations during pregnancy. Past psychiatric history
included possible conversion disorder. No previous surgeries were
noted. She denied any alcohol, tobacco, non-prescription
medications, herbal substances or illegal substance use. Patient had
previously worked with her husband in their restaurant, but was
currently on disability. She is married with 4 children.
Physical exam revealed she was afebrile with a blood pressure
120/66 mmHg, heart rate 79 beats per minute, respirations 12
breaths per minute, and 98% oxygen saturation on room air. She
was alert awake and oriented times three, pupils were equal, round
and reactive to light and extraocular muscle movements were
intact. Sclera was anicteric and no petechiae were noted on buccal
mucosa. No lymphadenopathy in cervical, axillary or inguinal
regions was appreciated. Lungs were clear and heart was regular
without murmurs to auscultation. Abdominal exam was benign
and there was no edema in the lower extremities. On neurological
exam, cranial nerves and cerebellar exam were within normal
limits. The patient had decreased strength in the upper and lower
extremities bilaterally, graded as 4/5 and 1/5 respectively. Deep
tendon reflexes were symmetrical and graded as 2/4 and plantar
reflex was down-going. On examination of the skin no rash,
petechiae or purpura were noted.
Her labs and studies were remarkable for hemoglobin of 10.8
g/dL, platelets 57000/microL, MCV 70fl, RDW 21.7%,

The patient underwent splenectomy and pathology revealed a
large splenic hemangioma with necrosis. Platelet counts steadily
rose from the day of splenectomy and remained stable during the
remainder of her hospitalization.

Discussion
This patient had thrombocytopenia from splenic sequestration
due to a large hemangioma. Hemangiomas are the most common
primary tumor of the spleen with a prevalence of 0.03-0.14%.
This is a congenital lesion arising from sinusoidal epithelium
resulting from proliferation of vascular channels lined by a single
layer of endothelium, most often resulting in a cavernous lesion.
Hemagiomas are variable in size ranging from a few millimeters
to several centimeters. The majority of these tumors are less than
4 cm, but there are reports of lesions up to 17 cm in diameter.
Hemangiomas may be single or multiple as in Klippel-TrenauneyWeber Syndrome.
The majority of hemangiomas are asymptomatic and incidentally
discovered. However, larger lesions may enlarge the spleen leading
to fullness and left upper quadrant discomfort, spontaneous splenic
rupture or Kasabach-Merritt phenomenon (thrombocytopenia
and/or coagulopathy, now called disseminated intravascular
coagulation or DIC, that results from platelet trapping within a
vascular tumor). Thrombocytopenia results from shortened platelet
survival caused by sequestration of platelets in the vascular
malformation. Episodes of acute DIC have been reported in
pregnant women with congenital hemangiomata and in one
woman during two successive pregnancies. The hormonal
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alterations and increase in blood volume in pregnancy may affect pre-existing lesions, triggering
episodes of acute DIC.
This patient presented with an uncommon cause of thrombocytopenia in the general
population. Our approach to the patient with decreased platelets should first be focused on
ruling out potential fatal causes such as TTP with the peripheral smear and pseudothrombocytopenia or clumping. In the differential diagnosis of low platelet counts one should also include
medications, alcohol abuse, viral infection, hypersplenism, disseminated intravascular
coagulation, myelodysplastic syndrome. ITP should be considered as a diagnosis of exclusion.
Common medications associated with thrombocytopenia include heparin, glycoprotein IIb/IIIa
inhibitors, diuretics, trimethoprim-sulfamethoxazole and quinine.
■
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LIVER TRANSPLANT RECIPIENT WITH BILATERAL LEG SWELLING
Kuntal M. Thaker, MD, Maya Spodik, MD, Kuldip S. Banwait, MD, Steven K. Herrine, MD, and Victor Navarro, MD
A 50-year-old white male was admitted to the hospital with
erythema and swelling of both lower extremities.
The patient had a medical history significant for liver transplant
five years prior for end-stage liver disease secondary to alcoholic
cirrhosis. Following transplant, he developed mitral valve
insufficiency with heart failure and pulmonary hypertension. He
had been in his usual state of health until approximately a week
prior to admission when he noticed that his lower extremities had
increased in girth. For several days, he noted that there had also
been increased redness and pain over the affected area.
The patient denied other symptoms such as headache,
photophobia, phonophobia, or weakness. He had no report of
dyspnea or a new productive cough. There was no other significant
past medical or surgical history. Prior to his initial diagnosis, his
alcohol consumption was difficult to quantify, however, since
several years prior to transplant, the patient had remained
abstinent. He had not traveled outside of the United States. His
immunosuppressive regimen consisted of prednisone 10mg and
sirolimus 1mg once a day and knew of no allergies to medications.
The vital signs were significant only for a temperature of 100.8ºF;
all other vital signs were normal.
On physical examination, the head, neck, heart, lungs, and
abdomen were normal. Multiple, irregularly-shaped, deep
ulcerations with surrounding erythema were seen on both lower
extremities. There was no evidence of necrosis, however, there was
significant edema of the lower extremities.
The patient was started on a regimen of broad-spectrum antibiotics
consisting of intravenous vancomycin and piperacillin/tazobactam
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for the treatment of cellulitis in an immunocompromised host.
Initially, there was no resolution of the cellulitis or ulceration.
Blood cultures remained persistently negative. Magnetic resonance
imaging of the lower extremities revealed cellulites of the right
lower extremity and myositis with fasciitis on the left.
Biopsy of the skin lesions revealed diffuse yeast forms with
mucicarmine positive capsules consistent with cryptococcus
infection. Cryptococcal antigen titer was markedly elevated at 1:251,
consistent with cryptococcus infection. Evaluation of cerebrospinal
fluid did not reveal meningeal involvement. The patient was started
on amphotericin B with complete resolution of the lesions.
Cutaneous involvement is an uncommon manifestation of
cryptococcal disease, but it may be the initial manifestation of
systemic cryptococcosis in solid-organ transplant (SOT) recipients
and other immunocompromised hosts. Only 36 cases have been
described in the literature and majority of them are in renal
transplant recipients. No cases of cellulitis with fasciitis and
myositis without systemic involvement have been described for
liver transplant patients. We describe a liver transplant recipient
diagnosed with cellulites, fasciitis, and myositis as the only
presenting manifestation of cryptococcal infection..
Cryptococcal infection must be included in the differential
diagnosis of cellulitis in SOT recipients. Deep soft tissue
involvement may occur concomitantly with primary cutaneous
cryptococcosis. Because the clinical appearance of cutaneous
cryptococcosis is non-specific, early diagnosis requires tissue
acquisition for testing. Tissue samples should be stained with the
fungal stain mucicarmine to reveal the characteristic organisms.
Cryptococcal antigen test is a simple blood test that may aid in
the diagnosis of cryptococcosis.
■

